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The findings and conclusions of any investigation
by the Health Division shall not be construed as
prohibiting any criminal or civil investigations,
actions or other claims for relief that may be
available to any party under applicable federal,
state, or local laws.

This Statement of Deficiencies was generated as
a result of an annual State Licensure survey
conducted in your facility on April 21, 2009. This
State Licensure survey was conducted by the
authority of NRS 449.150, Powers of the Health
Division.

The facility is licensed for ten Residential Facility
for Group beds for elderly and disabled person
and/or persons with mental illness and/or
persons with chronic illnesses. The census at
the time of the survey was nine. Nine resident
files were reviewed and three employee files
were reviewed. One discharged resident file was
reviewed. The facility received a grade of A.

The following deficiencies were identified:

Y 103} 449.200(1)(d} Personnel File - NAC 441A Y 103 ¥103 @'K
88=F a)Employee #1 has done the
1st TRB skin test on 4/23/pg
NAC449.200 _— . and the 2nd on 4/30/09,
1. Except as otherwise provided in subsection 2, Emol £2 h
a separate personnel file must be kept for each émp oyee , as already
member of the staff of a facility and must include: </:~ne her skin test on
(d) The health certificates required pursuant to 2/20/09. (Attachment 1 & p)

chapter 441A of NAC for the employee.

This RULE: is not met as evidenced by:

If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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5. The administrator of a residential facility shail
ensure that the premises are clean and that the
interior, exterior and landscaping of the facility
are well maintained.

This RULE: is not met as evidenced by:

Based on observation and interview on 4/22/09,
the facility failed to ensure the premises were
kept clean and well maintained (In Bathroom #1,
the integrity of the wall has been compromised
by water causing tiles to fall off).

Severity: 2 Scope: 1

a)The tiles in the bathroon
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Based on record review on 4/22/09, the faciiity b)all progpectivi emp}; oyee 9{
failed to ensure 2 of 3 caregivers complied with will going to have two-
NAC 441A 375 regarding tuberculosis testing step TB skin test prior
(Employee #1 and #2) for the protection of all to hiring and an annual Dﬁ
residents. skin test will be done ]
within 365 days. The
This was a repeat deficiency from the 5/7/08 administrator will monitegr
State Licensure survey. compliance.
c) 4/30/2009.
Severity: 2 Scope: 3
Y 178 | 449.209(5) Health and Sanitation-Maintain Y 178 ¥178
ss=p | Int/Ext

#1 has been fixed and th

1
re é

is no water in the retai ing\j‘fé

wall. (Attachment# 3%&4).

b} The facility has a maintenance
person to do the repair|to

ensure that the premise
are well maintained. The
administrator will monit
compliance.

c) 4/29/2009.

w
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if deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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